Background: Congenital syphilis (CS) is an infectious disease resulting from transplacental transmission of Treponema pallidum spirochetes from an infected mother to fetus during pregnancy. While uncommon, CS has shown an increased incidence in Canada and the United States since 2001 and 2012, respectively. Case Report: We present the case of a 5-week-old female infant with blistering rash on the palms and soles. The infant displayed decreased movement of the left upper extremity, clinically consistent with Parrot pseudoparalysis. Cutaneous involvement was limited to few tan crusted papules on the palms and soles. Mother reported a "false-positive" result of rapid plasma reagin (RPR) testing at 31 weeks. Cerebrospinal fluid studies of the infant resulted with positive Venereal Disease Research Laboratory (VRDL) test and positive microhemagglutination assay (MHA-TP). Histopathology of a crusted papule revealed a lichenoid infiltrate composed of lymphocytes, histiocytes, and plasma cells. Immunohistochemical staining for T pallidum was negative. The patient completed treatment with a 10-day course of intravenous penicillin. Discussion: While CS is largely considered a historic entity, it has been increasing in incidence in the United States since 2012 and in Canada since the early 2000s. Diagnosis of CS can be difficult as infants may be asymptomatic or present with nonspecific signs. This case highlights the presentation of minimal cutaneous involvement as well as skeletal involvement after birth. RPR testing may result in false negatives or indeterminate results, further complicating diagnosis. Given these difficulties in screening and the increasing incidence of CS, clinicians may need to refamiliarise themselves with its clinical findings. 
Background
Congenital syphilis (CS) is an infectious disease resulting from transplacental transmission of Treponema pallidum spirochetes from an infected mother to the fetus during pregnancy. 1 While uncommon, reported cases and rates of CS increased across all regions of the United States from 2012 to 2014, with 11.6 cases per 100 000 live births in 2014, the highest rate reported since 2001. 2 A similar increase in the number of cases of syphilis has also been noted in Canada during the same time frame. 3 Given this trend, the identification and treatment of syphilis both in the mother and newborn infant is essential. Here we present a case of confirmed congenital syphilis with the purpose of increasing awareness of this preventable disease.
Case Report
A 5-week-old female infant was transferred from an outside institution for evaluation of a blistering rash on the palms and soles. Initial diagnostic testing at the outside hospital was positive for herpes simplex virus (HSV) IgM antibodies Case Report During admission, the infant displayed decreased movement of the left upper extremity, consistent with Parrot pseudoparalysis. Osseous survey revealed lucency of the proximal medial and lateral left tibial metaphyses, consistent with periostitis. Cutaneous involvement was limited to few tan crusted papules on the palms and soles ( Figure 1 ). Upon further questioning, the patient's mother reported a history of positive RPR at 31 weeks' gestation, which she was told was a false-positive result. CSF studies of the infant resulted with positive Venereal Disease Research Laboratory (VDRL) and positive microhemagglutination assay (MHA-TP).
Histopathology of a crusted papule on the right sole revealed a lichenoid infiltrate composed of lymphocytes, histiocytes, and numerous plasma cells (Figures 2-4) . Immunohistochemical staining for T pallidum was negative, thought to be due to prior penicillin administration. The patient's transient urticarial rash at the outside hospital was hypothesised as a Jarisch-Herxheimer reaction, and the patient completed a 10-day course of IV penicillin without further complications. The father was treated with intramuscular benzathine penicillin G, and the mother was treated with oral doxycycline due to penicillin allergy.
Discussion
CS has been increasing in incidence in the United States since 2012. CS can lead to spontaneous abortion, intrauterine growth restriction, nonimmune hydrops, late-term stillbirth, and perinatal death, as well as serious sequelae in live-born children with infection. 4 An untreated female has a 70% chance of fetal infection during the first 4 years of disease. 5 Transplacental infection of CS can occur at any stage of pregnancy. 6 The stage of maternal disease, fetal gestation, adequacy of maternal diagnosis and treatment, and the immunological response of the fetus contribute to the varied manifestations of CS. 6 Diagnosis of CS can be difficult as more than half of infants may be asymptomatic at birth or present with nonspecific signs. 4 The classic clinical manifestations seen in early CS include failure to thrive, snuffles, lymphadenopathy, mucocutaneous lesions, pneumonitis, rash, and hemolytic anemia or thrombocytopenia. 5 Prolonged untreated CS can lead to permanent deformities, including Hutchinson's triad of interstitial keratitis, Hutchinson's teeth, and neural deafness. 7 The most common cutaneous finding of early CS is a symmetric macular eruption. 8 Patients may also present with condyloma lata and acral skin desquamation. The bullous lesions, termed pemphigus syphiliticus, while commonly described in pediatric textbooks, are in actuality exceedingly rare. 8 Our case highlights the presentation of minimal cutaneous involvement as well as skeletal involvement after birth.
Diagnostic RPR testing may result in false negatives or indeterminate results, as seen by initial laboratory testing in our patient, further complicating diagnosis. Nevertheless, initial screening in the first trimester with nontreponemal tests such as RPR or VDRL should be performed and confirmed in reactive individuals with treponemal tests such as the fluorescent treponemal antibody absorption (FTA-ABS) assay. 4 Because timely diagnosis and treatment of infected pregnant women can prevent transmission, even 1 case of congenital syphilis should be considered a public health event.
9,10 Difficulties in screening and perceived rarity of the disease may cause the CS to be overlooked. Dermatologists, pediatricians, and obstetricians should recognise the characteristic signs of CS to provide timely diagnosis and treatment.
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